Little is known about the real-world treatment patterns of elderly women with advanced ovarian cancer. In this retrospective study, using Surveillance, Epidemiology, and End Results (SEER)-Medicare data, we investigated the variety and duration of cytotoxic regimens received by this population. Half of the patients did not complete first-line therapy, a quarter of those eligible initiated maintenance, and no single treatment strategy dominated second-line therapy, indicating a substantial unmet need in therapy options. Background: Over the past decade, chemotherapy treatment for patients with advanced ovarian cancer has expanded, with platinum-based and taxane therapy remaining the backbone. Elderly patients have received little attention, and less is known about the variation and duration of agents elderly women receive for first-line, maintenance, and second-line therapy. Patients and Methods: Using SEER linked to Medicare claims data, we identified a cohort of women (older than 65 years) with advanced epithelial ovarian cancer who received first-line and/or maintenance therapy between [2003][2004][2005][2006][2007][2008][2009]. Over the same period, we identified women who received second-line therapy. We examined the variety of cytotoxic regimens and duration of therapy. Results: In the patient group, 10,695 patients were eligible for chemotherapy, and 5357 had evidence of receiving any chemotherapy. The first-line sample included 2509 patients, the maintenance sample included 306 patients, and the second-line sample included 1890 patients. Among first-line patients, paclitaxel and carboplatin was the most common regimen. Approximately half of the patients did not successfully complete first-line treatment. Of those eligible for maintenance therapy, about one-quarter of the patients initiated a maintenance regimen, and approximately 10% of those who initiated maintenance therapy completed at least 40 weeks. The most common second-line treatment included platinum-based and taxane therapy, if the patient was platinum-sensitive, or a single-agent anthracycline therapy otherwise. Conclusion: Additional research should address low first-line treatment completion rates. Most patients eligible for maintenance therapy do not initiate it, and multiple treatment strategies predominate in second-line therapy. There remains a substantial unmet need in therapy options for ovarian cancer.
Introduction
In 2012, an estimated 22,280 American women were newly diagnosed with ovarian cancer, most of whom will die of the disease, making it the most lethal gynecologic malignancy. It represents the fifth leading cause of cancer death among women in the United States. 1 From 2005 to 2009, the median age at diagnosis for ovarian cancer was 63 years of age, with incidence and risk of comorbidities increasing with age. In particular, women aged 65 and older accounted for more than 45% of incident cases of ovarian cancer in the United States; the age-adjusted incidence in this group was 46.8/100,000, peaking in the 80 to 84 age category with an incidence of 53.3/100,000, compared with an incidence of 34.0/100,000 in women aged 60 to 64. 2 Based on deaths from 2005 to 2009, the age-adjusted mortality rate for ovarian cancer was 42.3/100,000 women aged 65 and older, with a median age at death of 71 years. Though ovarian cancer mortality is decreasing-the annual percentage change in mortality rate associated with ovarian cancer was approximately À2.0% (P < .05) from 2002 to 2009 after being nonsignificantly different from 0 from 1998 to 2002-older patients tend to experience poorer survival rates than younger patients, even after adjusting for stage, residual disease, and performance status. 3 The past decade has seen significant changes in the available therapeutic agents and the treatment strategies for advanced ovarian cancer. The use of paclitaxel and platinum-based regimens significantly improved progression-free survival and overall survival. 4 Docetaxel, in selective cases, presented an alternative to paclitaxel (SCOTROC [Scottish Randomised Trial in Ovarian Cancer] trial), 5 as did single platinum agent therapies (GOG [Gynecologic Oncology Group] 132 trial). 6 Maintenance therapy emerged as an option after the results of a randomized trial conducted by Markman et al (GOG 178 trial), demonstrating that administration of single-agent paclitaxel to women with advanced ovarian cancer who attained a clinically defined complete response to platinum/paclitaxel-based chemotherapy could substantially improve progression-free survival. 7 Follow-up data indicated a continued statistically significant improvement in progressionfree survival. 8 However, other research failed to find evidence of improvement in outcomes associated with this strategy. 9, 10 13 for platinumsensitive patients. Patients that are refractory to platinum-based therapy are often treated with a variety of agents, with the most notable agents being liposomal anthracycline, [14] [15] [16] topotecan, [17] [18] [19] [20] gemcitabine, [21] [22] [23] [24] and in selected cases, angiogenesis inhibitors. 25 The survival of patients with ovarian cancer has improved over the past few decades, likely attributable to advances in chemotherapy and surgery, 26 although the benefits from these advances have not been uniform among women. 27 Research reveals considerable variation in access to chemotherapy and treatment patterns for patients with ovarian cancer. Polsky et al found that both geography and clinical characteristics (ie, stage at diagnosis, age, and comorbidities) play a role in determining who gets chemotherapy. 28 Thrall et al found that a substantial proportion of women received chemotherapy as primary treatment for advanced ovarian cancer, but most of these patients did not have cancer-directed surgery, which is contrary to guidelines. 29 Generally, research has shown that elderly women with ovarian cancer receive more conservative treatment regimens, including lower rates of chemotherapy and surgery, and have poorer survival compared with younger patients with ovarian cancer. 27, [30] [31] [32] [33] Treatment decisions for elderly patients with ovarian cancer are fraught with additional uncertainty, for example, higher rates of comorbidities and the assumption of increased risk of toxicity compared with the nonelderly. 34 However, some research has demonstrated that elderly patients are able to tolerate surgery and first-line chemotherapy as well as their younger counterparts. 32, 35 The research objective of this study was to characterize treatment patterns in the elderly from 2003 and onward by examining the regimens used and duration of therapy in the first-line, maintenance, and second-line treatment settings.
Patients and Methods

Data
The Surveillance, Epidemiology, End Results (SEER) database, provided by the National Cancer Institute (NCI), linked to Medicare health care claims records provided by the Centers for Medicare and Medicaid Services (CMS) 36 were used in this analysis.
The SEER cancer registry compiles data on newly diagnosed cancer patients, including information on tumor site, histology, stage, individual demographic information, and primary surgical treatment for cancers occurring in approximately 26% of the US population. 37 An estimated 97% of incident cancer cases are captured in the SEER regions, which are representative of the US population. 38, 39 For persons older than the age of 65, the SEER data are linked to Medicare files, allowing for the identification and sequencing of the agents based on the Healthcare Common Procedure Coding System (HCPCS) codes that a patient received after diagnosis. Women were also required to be older than the age of 65 on their diagnosis date, have only 1 primary tumor, and be covered continuously by Medicare Parts A and B from the 6 months before the first chemotherapy treatment through the end of treatment.
Medicare claims data recording the date and type of chemotherapy administration for each patient were available from January 1, 1991 to December 31, 2009 , which was the extent of the Medicare claims data available in the Medicare-SEER linked dataset during the time of this study. Patients who received a chemotherapy agent that was not consistent with the National Comprehensive Cancer Network (NCCN) guidelines 25 for first-line, maintenance, or second-line treatment of ovarian cancer were excluded. Patients were required to have a first chemotherapy treatment within 1 year of their SEER diagnosis date.
Patient Characteristics
The SEER database included a detailed set of patient sociodemographic variables, including marital status, race, and median household income from zip code of residence in the 2000 census data. Tumor characteristics including stage, grade, and histology were also available. 
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were included in 1 of 6 possible first-line chemotherapy regimens, including: (1) carboplatin and paclitaxel; (2) carboplatin and docetaxel; (3) single-agent carboplatin or cisplatin; (4) single-agent paclitaxel; (5) cisplatin and paclitaxel; or (6) carboplatin or cisplatin and cyclophosphamide, if these agents were the only drugs given to the patient during the initial 4 weeks of treatment. An "Other" category included all other patients who had evidence of chemotherapy use but received combinations of agents different from those in the 6 specific regimens in the first 4 weeks of therapy (eg, patients with evidence of use of carboplatin, docetaxel, and cisplatin).
For each specific first-line treatment sample, the length of continuous treatment was estimated as the time interval during which a patient received only first-line chemotherapies. Continuous treatment was assumed to end either after 24 weeks of continuous first-line therapy; if a patient had more than 10 weeks between cycles of initially administered drugs; if a patient had received a second-line drug; or if a patient had had no further evidence of chemotherapy treatment.
Patients were considered to have successfully completed first-line therapy if they received at least 6 cycles of their most used first-line chemotherapy drug during the 24-week first-line period. A cycle was defined as a unique claim per service date for a specific chemotherapy agent, identified based on claims that contained an HCPCS code that represents a specific type of chemotherapy (eg, J9045 refers to carboplatin). See Supplementary Table 1 for a list of HCPCS codes used to identify the individual chemotherapies.
The average duration of continuous first-line treatment, average number of cycles of each regimen, the proportion of patients who had additional first-line drugs during their treatment episode (eg, switching from carboplatin and paclitaxel to carboplatin and docetaxel), reason for continuous treatment ending according to the claims algorithm, and percentage of patients successfully completing therapy were estimated. We also compared the first-line completion rates of women aged 65 to 74 years with women 75 years and older to assess the effect of age on first-line treatment.
Maintenance Therapy Sample
Patients were included in the maintenance therapy sample if they had successfully completed first-line treatment and received subsequent doses of paclitaxel, docetaxel, or bevacizumab within 3 months of their last dose of first-line chemotherapy (ie, the end of their last cycle of first-line treatment during the 24-week first-line period). Maintenance therapy samples were defined for patients who successfully completed first-line treatment. The maintenance period was assumed to last a maximum of 52 weeks based on the original trial by Markman and colleagues (GOG 178), in which 1 maintenance treatment arm consisted of 12 cycles of single-agent paclitaxel administered every 28 days. 7 The length of continuous maintenance treatment was estimated based on the time from the first administration until the final administration of the maintenance agent. The final administration occurred if there was 1 of the following events: a gap in treatment of maintenance chemotherapies that was longer than 10 weeks; an administration of a second-line chemotherapy agent; 52 weeks from the initial maintenance treatment administration; or there was no further evidence of the maintenance therapy. Any drug that a patient previously received during first-line therapy was allowed during the maintenance period as long as there was not a 6-month gap between administrations of that particular agent, which would indicate second-line treatment.
Duration of continuous maintenance treatment, average number of cycles of each maintenance regimen, number of cycles completed, and reason for continuous maintenance episode end were estimated. Maintenance initiation rates were compared for women aged 65 to 74 years and women 75 years and older.
Patients receiving maintenance therapy were followed for the rest of the observation period in the data to estimate the percentage who ever received a second-line drug and the time from the end of a patient's first-line to her second-line drug among those who received a second-line drug.
Second-line Therapy Sample
To investigate second-line treatment patterns during the same time period, a separate second-line therapy sample included patients who received any second-line therapy after January 1, 2003 and, as such, were not required to have been in the first-line sample. For example, a patient could have received first-line therapy in 2001 and subsequent second-line therapy in 2003 and thus included in the second-line sample but not the first-line sample. This cohort was defined based on the initial second-line regimen that the patient was given, including drugs listed as potential second-line therapies based on NCCN guidelines 25 (eg, liposomal anthracycline, gemcitabine, topotecan), a first-line drug that the patient had never received before (eg, cisplatin after first-line carboplatin and paclitaxel), or a first-line drug that the patient previously received but when there was at least a 6-month gap between treatments (eg, first-line carboplatin and paclitaxel followed by paclitaxel maintenance, with a 26-week or longer gap between the last paclitaxel maintenance cycle and the first second-line paclitaxel cycle).
Patients were included in a specific second-line treatment sample based on exclusively receiving platinum-sensitive agents (eg, a platinum agent alone or with paclitaxel, docetaxel, or gemcitabine or liposomal anthracycline) or single-agent platinum-refractory therapy (eg, paclitaxel, docetaxel, doxorubicin, topotecan, or bevacizumab) for the first 4 weeks of second-line therapy. Patients who received other second-line agents in some combination different from these groups were included in an "other" category.
Continuous initial second-line treatment was assumed to last until the first of any of the following events occurred: a patient had a gap between the same second-line treatments of more than 10 weeks; had no further evidence of chemotherapy; received a different second-line drug; or December 31, 2009 , the point at which the data were censored.
Duration of treatment, average number of cycles, and reason for second-line treatment ending were measured.
Per SEER policy, results were suppressed when cell sizes included fewer than 11 persons.
Results
In the SEER data, 10,695 patients met selection criteria and were eligible for chemotherapy. Based on the linked Medicare data, 5357 had evidence of receiving any chemotherapy. The first-line treatment sample included 2509 patients, the maintenance sample 
First-line Therapy
First-line treatment patterns are shown in Table 2 . Most first-line patients (74.8%, n ¼ 1877) received a first-line regimen of carboplatin and paclitaxel. On average, these patients were treated with 5.5 cycles of paclitaxel and 5.3 cycles of carboplatin, and the average length of first-line treatment was approximately 103.9 days (SD ¼ 49.5). The second most frequent first-line chemotherapy regimen was carboplatin and docetaxel (8.5%, n ¼ 214), in which patients received an average of 5.5 and 5.6 cycles, respectively, and had an average length of treatment of 100.9 days (SD ¼ 49.4). Other firstline therapies included a single platinum agent (ie, carboplatin or cisplatin; 4.9%, n ¼ 122), paclitaxel alone (1.8%, n ¼ 44), cisplatin and paclitaxel (<1%, n ¼ 21), and a platinum agent and cyclophosphamide (<1%, n ¼ 16).
A large portion of first-line patients were evidenced to have ended treatment before 24 weeks for reasons such as having no further evidence of first-line chemotherapy, receiving a second-line therapy, or having a gap in first-line treatment of more than 10 weeks.
Approximately half of the sample successfully completed first-line therapy (ie, received 6 or more cycles of chemotherapy) and thus were eligible for maintenance therapy. Additionally, the completion rate in patients aged 65 to 74 years was 48% (n ¼ 594) and in patients aged 75 years and older it was 43% (n ¼ 548) over the observation period.
Maintenance Therapy
Maintenance therapy treatment patterns are shown in Table 3 . Of the 1142 patients eligible, 26.8% (306 patients) initiated maintenance therapy. No patients received bevacizumab for maintenance therapy. Maintenance therapy initiation rates for patients aged 65 to 74 years were 31% (n ¼ 183) and for those aged 75 years and older were 22% (n ¼ 123) during the observation period. Of the 953 patients who completed the most common first-line regimen of carboplatin and paclitaxel, most patients (71.4%, n ¼ 680) did not initiate maintenance chemotherapy. Of those who did, 238 received maintenance paclitaxel, averaging 5. Most patients ended maintenance therapy before 52 weeks, and approximately 10% of patients had longer than 40 weeks of continuous maintenance therapy. The most frequent sequelae associated with ending maintenance included receiving a secondline therapy and having no further evidence of chemotherapy. However, the specific reasons for no further evidence of chemotherapy could not be determined, because the data do not indicate if these patients had measurable disease at the initiation of maintenance treatment or if the therapy discontinuation was because of toxicity or any other reason.
Over the remainder of the patients' exposure time, including the period after a patient's treatment episode ended, approximately 73.1% (n ¼ 174) of first-line carboplatin and paclitaxel patients who began paclitaxel maintenance therapy had evidence of secondline therapy, compared with 63.4% (n ¼ 431) of patients who did not begin maintenance therapy after first-line carboplatin and paclitaxel. The respective time to second-line therapy was 256 (interquartile range, 156-549) and 279 (interquartile range, 128-496) days.
Second-line Therapy
Second-line treatment patterns are shown in Table 4 . Of the 1890 patients beginning second-line therapy, the most frequent second-line regimen was single agent doxorubicin (23.5%, n ¼ 444), most of which was the liposomal form of doxorubicin (97%, n ¼ 429), with an average treatment episode of 86.3 days (SD ¼ 74.8). Approximately 47% of these patients received 4 or more cycles of doxorubicin during their initial second-line treatment episode. The second most frequent second-line chemotherapy regimen was a platinum agent with paclitaxel (15.7%, n ¼ 296), with an average treatment episode of 114.3 days (SD ¼ 81.0). Approximately 80% of these patients received 4 or more cycles of carboplatin, cisplatin, or paclitaxel during their initial second-line treatment episode. Other second-line therapies included (in decreasing order of frequency): a platinum agent and gemcitabine (11.1%, n ¼ 209), topotecan (10.8%, n ¼ 205), gemcitabine (8.6%, n ¼ 163), carboplatin (7.9%, n ¼ 149), a platinum agent and docetaxel (5.9%, n ¼ 112), paclitaxel (2.2%, n ¼ 41), docetaxel (1.6%, n ¼ 30), and bevacizumab (<1%, n ¼ 14). Most patients ended their initial second-line treatment episode because they received a different second-line agent.
Of the 1663 patients given a specific second-line regimen, 766 (46.1%) were given a regimen delegated to platinum-sensitive disease. Data are presented as n (%) except where otherwise noted. a Cell contents indicate n 20 patients but are suppressed to prevent cells with n < 11 from being derivable. b Cell contents indicate 45 to 60 patients but are suppressed to prevent cells with n < 11 from being derivable.
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Clinical Ovarian and Other Gynecologic Cancer December 2012 -71 Cell contents indicate n 20 patients but are suppressed to prevent cells with n < 11 from being derivable. Cell contents indicate 65 to 80 patients but are suppressed to prevent cells with n < 11 from being derivable. Cell contents indicate n 20 patients but are suppressed to prevent cells with n < 11 from being derivable; note that fewer than 20 patients were eligible for maintenance therapy after paclitaxel and cisplatin first-line therapy. Cell contents indicate 85 to 95 patients but are suppressed to prevent cells with n < 11 from being derivable. Percentage indicates 50% to 70% but is suppressed to prevent cells with n < 11 from being derivable. Cell contents indicate 55 to 65 patients but are suppressed to prevent cells with n < 11 from being derivable. Cell contents indicate n 20 patients but are suppressed to prevent cells with n < 11 from being derivable. Cell contents indicate 11 to 30 patients but are suppressed to prevent cells with n < 11 from being derivable. Cell contents indicate 55 to 70 patients but are suppressed to prevent cells with n < 11 from being derivable. Cell contents indicate 90 to 105 patients but are suppressed to prevent cells with n < 11 from being derivable.
Discussion
Most ovarian cancer patients, including those who achieve a complete response after first-line chemotherapy, will relapse and eventually die, despite the chemosensitivity of the disease. There continues to be a great need for therapies and treatment strategies that can improve progression-free survival and overall survival and are safe and tolerable. This analysis provides insight into the recent chemotherapy treatment patterns of elderly ovarian cancer patients during a period when first-line treatment patterns had fully incorporated platinum-based agents as standard of care, maintenance therapy was first proposed, and angiogenesis inhibitors and other novel agents became available.
Most patients receive combination therapy for first-line treatment. The combination of carboplatin and paclitaxel was the most frequently used therapy, which is commonly recognized as the standard regimen because of tolerability and activity. 40 Only approximately half of the patients completed at least 6 cycles of first-line treatment. Previous analyses in populations of patients with ovarian cancer age 65 and older have identified rates of chemotherapy completion in line with our estimate. Fairfield et al found that only 46.5% of ovarian cancer patients completed firstline chemotherapy (defined as 5-6 cycles of chemotherapy), and advanced age, disease stage, and comorbidities were major factors associated with initiating and completing therapy. 41 Similarly,
Thrall et al 29 found that approximately 39.1% to 55.3% of ovarian cancer patients received at least 6 cycles of first-line chemotherapy and, similar to the Fairfield et al study, advanced age, disease stage, and comorbidities were associated with the inability to complete 6 cycles of chemotherapy. 41 In a retrospective review of medical records, Moore et al found that older patients were less likely to complete therapy than their younger counterparts; 57% to 84% of patients age 70 or older completed all 6 cycles of chemotherapy versus 88% to 97% of patients younger than age 70, with the most common reasons for discontinuation being intolerance or death. 35 Further, in a phase II study of paclitaxel and carboplatin in patients age 70 or older, Matulonis et al found that only half of patients completed 6 cycles of carboplatin and paclitaxel with no dose reductions, and upfront debulking surgery and comorbidities might predict chemotherapy completion. 42 Though the use of claims in this study limits our ability to determine the specific reasons for incomplete first-line therapy, we found that first-line therapy completion rates were numerically higher in patients aged 65 to 74 compared with those 75 years and older (48% vs. 43%), potentially indicating the negative effect of age-related comorbidities on a patient's ability to successfully complete therapy. The high rates of incomplete first-line treatment also found in our study could point to an inadequate pretreatment assessment before chemotherapy initiation, leading to subsequent discontinuation. Though some literature has indicated that the elderly are undertreated with chemotherapy, other studies have found an increasing propensity for elderly patients to receive primary chemotherapy. 43 Additional research should identify reasons for incomplete therapy and methods to screen the elderly for appropriate treatment. Additionally, 27% (95% confidence interval, 24%-29%) of those who finished first-line therapy received maintenance treatment, representing only 12% of those who initiated first-line therapy. For those who initiated maintenance therapy, a substantial proportion completed only a few cycles, as opposed to the annual course initially advocated. Among the strategies to improve patient outcome, maintenance therapy has failed to show a consistent benefit across clinical trials, and to date, the oncology community has not come to a consensus on the benefit of maintenance therapy for ovarian cancer. In a phase III randomized trial conducted by the Southwest Oncology Group and Gynecologic Oncology Group in 2003, Markman et al showed improved progression-free survival in patients with advanced ovarian cancer who attained a clinically defined complete response to a platinum/paclitaxel-based maintenance regimen and were subsequently administered 12 cycles of single-agent paclitaxel. 7, 8 Contrary to these findings, in a similar phase III randomized trial conducted by the After 6 Italian Cooperative Group, Pecorelli et al found that a regimen of 6 cycles of maintenance paclitaxel did not improve progression-free or overall survival in women who had achieved a complete response after firstline paclitaxel/platinum-based treatment. 10 Additionally, in another phase III study examining the utility of topotecan consolidation therapy after standard carboplatin/paclitaxel chemotherapy, DePlacido et al showed that progression-free or overall survival were not significantly affected by that addition. 9 The role of maintenance therapy was controversial during this study's observation period, with a US Food and Drug Administration Ovarian Cancer Endpoints Workshop in 2006 indicating that as many as 60% to 65% of all patients with ovarian cancer could potentially benefit from effective maintenance therapy. 44 The use of maintenance therapy likely has a wide variability across different regions, and to our knowledge, this study is the first to use a nationally representative sample to estimate rates of maintenance therapy in current practices.
There is an array of second-line regimens used for treatment, with 10 regimens describing 88.0% of patients. The next 8 most common regimens account for another 6.2% of patients. Bevacizumab is the only therapy of those most recently available in ovarian cancer with substantial counts, but less than 1% of patients received it. Our data were limited to diagnoses until December 31, 2007 and claims data until the end of 2009. Future research might observe a different profile for the use of angiogenesis inhibitors as new data become available.
There are limitations to this analysis. There is likely measurement error when using claims data to identify treatment received. However, previous studies have determined a high level of agreement between Medicare claims data and chart review in the identification of chemotherapy among cancer patients. 45 Oral drugs are omitted in this analysis; however, these form a very small proportion of drugs used to treat ovarian cancer, all of which are limited to potential second-line therapies by the NCCN. The use of claims to estimate treatment cycles and duration of continuous therapy also likely is done with measurement error. If claims were improperly filled out, our estimates of treatment duration and numbers of cycles completed could be downwardly biased. More sensitive methods of identifying use, such as assuming administration codes without chemotherapy-specific codes, might result in higher estimates of regimen completion. Important clinical information that could be used to risk-adjust patients is not available on claims, such as performance status. When this information is present in SEER data, it is recorded only at the approximate time of diagnosis and not longitudinally over the course of the cancer. Nevertheless, SEER Medicare data are the gold standard for observing cancer treatment patterns in large real world samples. Our study population is limited to women aged 65 and older. This represents a majority of the patient population with ovarian cancer but excludes younger patients who might have different treatment utilization patterns than the population in our current study. Future research investigating the treatment patterns of patients with ovarian cancer, including women younger than 65 years of age, will enhance the generalizability of the findings.
Conclusion
We present an overview on the types of agents used to treat elderly patients with advanced ovarian cancer for first-line, maintenance, and second-line therapy. About half of patients do not complete first-line treatment. Most patients eligible for maintenance therapy do not initiate it. No single treatment strategy predominates. There remains a substantial unmet need in treatment for elderly women with ovarian cancer. Several questions remain unanswered in this patient population, including: (1) should a combination regimen of both a platinum and a taxane be the standard of care in all patients; (2) are there specific predictors of incomplete treatment; and (3) how can the barriers to completing treatment be attenuated in this population? Continued effort in understanding the limitations to treatment in the elderly is of paramount importance.
Clinical Practice Points
Over the past decade, chemotherapy treatment for patients with advanced ovarian cancer has expanded. However, little is known about the variation and duration of agents elderly women receive for first-line, maintenance, and second-line therapy. Using SEER-Medicare data, this study provides insight into the recent chemotherapy treatment patterns of elderly patients with ovarian cancer. Most patients with advanced ovarian cancer received combination therapy for first-line treatment, with the combination of carboplatin and paclitaxel most common, and half of patients did not complete first-line therapy. Only one-quarter of those who finished first-line therapy received any maintenance treatment, many of which completed only a few cycles, and no single treatment strategy dominated second-line therapy. There continues to be a great need for therapies for elderly women with ovarian cancer. Further effort is needed to identify optimal treatment strategies in this population.
